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State of Illinois Department of Healthcare and Family Services Department of Human Services
ADDITIONAL FINANCIAL INFORMATION
FOR LONG TERM CARE APPLICANTS 
Read carefully and follow all instructions:
•  For new applicants applying for Nursing Home Services, Supported Living Program or Department on Aging Home and Community based services, this form must be included with your paper application (see last page of this form for mail/fax information) or upload with your electronic application when you file through abe.illinois.gov.
• For current medical clients who are applying for Nursing Home Services or Supported Living Program or requesting Department on Aging Home and Community based services, this form must be completed and sent to DHS Family & Community Resource Center Long Term Care Hub (see last page of this form for mail/fax information) immediately when the need for these services begin. 
•  Answer ALL questions completely and accurately. Every question must be answered. Any false statements or concealment of material fact may be cause for prosecution or other appropriate legal action.
•   Attach additional pages if more room is needed to completely answer any question(s)
•   Sign the form.
•   Provide documentation, of the resources you told us that you have changed, sold, or given away, with this form.  This may enable your request to be processed more quickly.  Verifications should be sent with the form or uploaded to abe.illinois.gov
•   Documentation you do not provide with this form will be requested later.
APPLICANT
Answer all questions about the resources of you or your spouse. Include any actions taken by someone else on your behalf. A transfer includes changing the ownership of the resource or reducing your share of the ownership.
Account Type
Institution Name
Date
Amount
Checking/Savings
Christmas Club
Certificate of Deposit
Investment or Retirement account (money market, mutual fund, IRA, 401K, deferred comp, other)
Stocks/Bonds
Provide documentation of the sale of the property and the value when you transferred ownership.  Examples of acceptable documentation to verify sale includes; settlement statement, deed 
(also acceptable for give away or transfer).
 
Examples of acceptable documentation to verify value includes; tax assessment that correlates with the year of the transaction, statement from reputable realtor, appraisal, market analysis.
Provide copy of the bill of sale or signed statement from the buyer  or the person you gave the vehicle to. 
Provide documentation of the sale of the business and the value when you transferred ownership.  Documentation should include name of business, the value of you or your spouses' ownership interest in the business and the date of the transaction.
Provide documentation of the sale of the equipment.  Documentation should include type of equipment, value of equipment and date of transaction.
Provide a copy of the loan/reverse mortgage papers.
Include anyone who owes you or your spouse money with an agreement to repay and any property sold contract for deed.
Provide a copy of all promissory notes, loans, mortgage agreements or contracts for deed.
Provide a copy of all annuity contracts.
Provide a copy of your policy.
If yes, include a copy of the accounting of the estate settlement.
If yes to either question, provide a copy of the trust agreement and include a list of all the assets held in the trust.
If yes, provide documentation about the time share.
Provide a copy of your tax return including all attachments filed in the last 60 months. Provide copy of all 1099's for each year.
Provide information about your current or most recent spouse. 
•   How you can use your income and resources to pay for long term care
•   How you might become eligible for medical assistance if you are unable to pay for long term care
•   Estate planning to develop a plan to divide your resources between your family members or other heirs or placing your resources in a trust.
Provide information about the attorney(s) or financial planner(s)
Name
Name
Address
Address
Email Address
Email Address
Phone
Phone
This includes managing your savings or checking accounts, paying your bills or managing financial investments. This could be a family member, friend, investment advisor or Power of Attorney (POA).   Provide information about who has been helping you with your financial affairs.
Name
Name
Address
Address
Email Address
Email Address
Phone
Phone
Is this person your POA?
Is this person your POA?
Phone Number with area code (Enter digits only)
Provide a copy of financial POA papers. 
I, the undersigned, hereby certify and swear, that all information on this form is true, accurate and complete.  I understand that the information on this form may be used to determine eligibility for medical assistance and that payments will be made from state and federal funds.  Any false statements, or documents, or concealment of material fact may be cause for prosecution or other appropriate legal action.  The undersigned hereby consents and authorizes Illinois Department of Healthcare and Family Services and Department of Human Services to investigate, obtain and verify all information necessary in connection with the request for public assistance.  Such information shall include, but not be limited to, documents of financial institutions, trusts, insurance, stocks/mutual funds, real estate, pension, SSI/SSA, and any other type of financial resources.  Failure to cooperate or provide documentation or information necessary to determine the applicant's eligibility may result in the denial of assistance. 
SIGN YOUR NAME OR MAKE YOUR MARK:
**IF THIS FORM IS COMPLETED BY SOMEONE ON BEHALF OF THE APPLICANT, THAT PERSON MUST IDENTIFY** THEIR RELATIONSHIP (LEGAL GUARDIAN, POWER OF ATTORNEY, ETC.) TO THE APPLICANT AND SIGN BELOW.
I, the undersigned, hereby certify and swear, that all information on this form in true, accurate and complete.  I understand that the information on this form may be used to determine eligibility for medical assistance and that payments will be made from State and Federal funds.  Any false statements, or documents, or concealment of material face may be cause for prosecution or other appropriate legal action.  The undersigned hereby consents and authorizes Department of Human Services and Healthcare and Family Services to investigate, obtain and verify all information necessary in connection with the request for public assistance.  Such information shall include, but not be limited to, documents of financial institutions, trusts, insurance, stocks/mutual funds, real estate, pension, SSI/SSA, and any other type of financial resources.  Failure to cooperate or provide documentation or information necessary to determine the applicant's eligibility may result in the denial of assistance.
CONTACT INFORMATION 
1.    If the person applying for medical assistance lives in one of the following counties (Boone, Carroll, Cook, DeKalb, DuPage, Jo Davies, Kane, Kankakee, Kendall, Lake, Lee,  McHenry, Ogle, Stephenson, Whiteside, Will, Winnebago) send your application (including this form) to: 
 
Medical Field Operations
1112 S. Wabash
Chicago, IL 60605-2351
Fax: 312-793-4566
DHS.MFOInfo@illinois.gov 
2.    If the person applying for medical assistance lives in any of the remaining counties in Illinois (other than listed above) send your application (including this form) to:
 
Macon County Long Term Care (LTC) 
707 E Wood Street
Decatur, IL 62523
Fax: 217-362-6515
         DHS.MaconLTC@illinois.gov
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